the right shoulder-joint taken by Mr. Magnus Redding showed three cystic cavities, one expanding the base of the coracoid process and two in the neck of the scapula. These were exposed at operation and found to contain a red jelly-like substance. They were curetted out and the cavities obliterated by removal of the superficial wall. Culture gave Staphylococcus aureus only. Microscopic examination of the scrapings shows a vascular type of granulation tissue.
Points of Interest.-MVIy reasons for bringing this case here are, first, that I am fortunate in having obtained an excellent radiogram of the condition four years ago from Mr. Stebbing, of Lambeth Infirmary, the contrast between the condition of widespread periostitis then present and that of localized central abscesses shown in the second print taken three weeks ago being very striking; secondly, that the scapula is a most unusual site for a Brodie's abscess. Alexis Thomson in 19061 collected 161 cases of which 119 were in the tibia, the remainder being divided between the femur, humerus, radius and ulna. No cases had been reported in the scapula. There is a good deal of confusion as to what is meant by a Brodie's abscess. I should have been ashamed to acknowledge that I myself qualified without ever having heard of it, were it not that I have since been looking through the surgical text-books of that time, the 1910 to 1912 editions, and find that at that time the fact of the condition seems to haave been temporarily forgotten. I find several well-known works silent about it in 1910, yet discussing it fully in the 1920 editions. Many mention central abscess of bone only as a tuberculous condition. For this revival credit must be given to the paper by Alexis Thomson referred to above. Then again some authors confine the term "Brodie's abscess" to a chronic central abscess of the tibia, while others include all abscesses of a similar pathology. Brodie's description was based on nine cases, all in the tibia, but he clearly recognizes the condition as one not limited to any particular bone. In the case of one patient he drilled a much thickened humerus, in which he expected from the symptoms to find just such an abscess. No abscess was present but the pain was relieved by the operation. It is surely better, if the term "Brodie's abscess" is to be retained, to include under this heading all chronic abscesses of bone due to septic origin, in whatever bone they rnay occur. One point brought out by Alexis Thomson is very well illustrated by the case I show this evening, namely, that Brodie's abscess in bone is liable to follow mild attacks of infection rather than those attacks in which an acute process has gone to sequestrum formation. In this boy the process was acute in the tibia and femur, and these bones now show periosteal thickening only, but no central abscesses. In the scapula a milder type of infection has resulted in the persistence of still living cocci in the interior of the bone, and the appearance of central abscesses four years later.
[Two radiograms were shown, the one giving the condition of the scapula four years ago, the other that on admission to Guy's Hospital.] Case of Abdominal Tumour. By A. W. SHEEN, C.B.E., M.S., F.R.C.S. 0. G. C., AGED 26, shop assistant. Malaria, sandfly fever and dysentery during War. In August, 1920, when before a Medical Board for malaria, complained of pain which had recently developed below his left ribs and says the doctors found a " lump" there and recommended his going into hospital. Pain became worse, coming on particularly after exertion. He was-admitted to Orpington Hospital on March 18, 1921. He did his work up to the day he came in. Has become slightly thinner.
March 23, 1921: Seen by me. A thin, apparently healthy man. There is an abdominal tumour in the left umbilical region, the size of an orange, reaching to the mid-line and having its lower border at the transverse umbilical level. It is smooth, firm, slightly movable and has a communicated aortic pulsation. Slightly tender on pressure. Intermittent pain in its region, worse after exertion. Spleen not enlarged. Other signs and symptoms negative. Barium meal shows a normal alimentary tract except that there is a bulge at the left end of the greater curvature, not in the situation of the tumour, which Mr. Russell Reynolds-who has kindly examined the skiagranbs-thinks is unusual and not due to a peristaltic wave. The skiagrams are shown.
April 5: Seen again. It is difficult to make out the tumour clearly. There is only an indefinite, tender fullness.
There are numerous diagnoses which may be made in this case. Those which appear to me most proba6le are: Misplaced kidney; tumour of stomach; cyst of tail of pancreas. Opinions are invited. I propose to operate on the patient and hope to report the result at a later mneeting of the Section. Note. -At the meeting the tumour was again quite distinct as when first seen.' Upon examination, she was found to be only moderately-developed; height was 4 ft. 3 in. (a few inches shorter than normal); weight 4 st. 2 lb. 8 oz. Bowels were opened daily; appetite fair. Mentally, appeared up to general standard of her age. Distinct yellow tinge of the skin and conjunctiva present. As far as the history can be ascertained, this seems to have existed since the age of 7. Her father states that it becomes a little worse when she catches cold. Telangiectases noted on cheeks and forehead. The abdomen distinctly enlarged, but exhibited no enlarged veins nor telangiectases. Spleen and liver increased in size, spleen extending to 1 in. below umbilicus, its right border passing just beyond middle line of body. Liver moderately firm to touch, and not painful, extending from fourth rib in right nipple line to quite three fingers' breadth below costal margin. Seemed to be rather hard, and what felt like little nodules were palpable on anterior surface and lower border. One small area in nipple line a little tender to touch. No fluid ,could be found in abdominal cavity. Apex beat in fourth left nipple line.
Reduplicated first sound heard at apex. Very slight impairment at apex of right lung; breath sounds harsher than normal, expiration and vocal resonance increased. Some moist sounds audible in this area and in most of right front. Urine, specific gravity of 1025, acid; no albumin nor sugar. Colour yellow; no definite colour could be seen in froth. Distinct trace of bile present with the
